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Introduction

This section outlines the rationale for consolidating cardiac surgery services in Greater
Manchester from two sites to one.

The case for change is driven by several interrelated factors. Demand for tertiary cardiac
services continues to rise due to an ageing population and significant health inequalities
across Greater Manchester, resulting in long waits and poorer patient experience. The
service configuration prior to the Covid-19 pandemic created variation in access and
outcomes, with two separate services operating on different sites and pathways. While
national service specifications were largely met, key standards such as GIRFT
recommendations and colocation of services were unmet.

Workforce fragility, particularly in highly specialised roles, has led to service resilience issues
and emergency reconfiguration. The pre-Covid-19 model also limits opportunities for
education, skills development and research, areas that underpin long-term sustainability and
clinical excellence. This is due to several factors, including fragmented activity reducing
exposure to sufficient caseloads, smaller teams reducing peer-to-peer learning and
workforce instability reducing time for education. Further details on the drivers for change
can be found in section 2.2.

1.1 Population Needs and Health Assessment

MFT delivers cardiac services across GMEC; areas with some of the lowest life expectancy
rates in England and highest levels of deprivation. Poorer health outcomes and the factors
that contribute to deprivation, such income, employment and health, contribute to a greater
prevalence of cardiovascular disease (CVD), which remains a leading cause of premature
death locally. This context underlies the critical need for accessible, high-quality cardiac care
that targets populations with the greatest need and improves outcomes for all. We know
from the 10 Year Health Plan for England that CVD disproportionately affects older people,



those living with multiple long-term conditions and individuals from more deprived
communities®. CVD is responsible for one in four premature deaths and prevalence is rising
due to an ageing population and risk factors such as hypertension and obesity, as described
below. By understanding the population needs and demographics of GMEC, it helps to
demonstrate how the service change aligns with the 10 Year Health Plan for England
priorities to reduce inequalities and strengthen outcomes for those affected by conditions
such as CVD.

This section provides essential context, recognising that the case for change is not driven
primarily by population growth or demographic need. However, understanding the population
profile is important, as a sustainable cardiac surgery service must be capable of supporting
the long-term needs of GMEC, and form a stable foundation for delivering consistently high-
quality care.

1.2 Population Demographics

Population Size and Deprivation

GM and East Cheshire have a growing adult population, ages 18+, which is estimated at
around 2.6 million people?. As seen in Figure 1, 36.9% of Lower-Layer Super Output Areas
(LSOAs) are in the top two most deprived deciles, and 7.08% of LSOAs are in the least
deprived decile. This significant concentration of deprivation is associated with higher
prevalence of cardiovascular disease, poorer health outcomes and reduced life expectancy.
These factors drive increased demand for cardiac services and underline the importance of
a model that improves access and addresses health inequalities in line with national
priorities?.
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Figure 1 — Deprivation distribution of LSOAs in GM

1 fit-for-the-future-10-year-health-plan-for-england
2 Link to ONS Data

3 www.bhf.org.uk



https://assets.publishing.service.gov.uk/media/6888a0b1a11f859994409147/fit-for-the-future-10-year-health-plan-for-england.pdf
https://www.ons.gov.uk/file?uri=/peoplepopulationandcommunity/populationandmigration/populationestimates/datasets/populationestimatesforukenglandandwalesscotlandandnorthernireland/mid2024/mye24tablesuk.xlsx
https://www.bhf.org.uk/-/media/files/what-we-do/our-research/heart-statistics/health-inequalities/socioeconomic-inequalities-in-heart-and-circulatory-diseases-in-england.pdf

Similarly, EC’s adult population is around 338,257%. As seen in Figure 2, 42% of LSOAs are
in the two least deprived deciles, in comparison to 7.8% in GM.
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Figure 2 — Deprivation distribution of LSOAs in East Cheshire

The comparison between GM and East Cheshire highlights significant differences in
deprivation profiles This disparity means that cardiac services must be designed to address
higher levels of need and cardiovascular risk, particularly in GM, while ensuring equitable
access and consistent quality of care across both areas.

Population Age Profile

Over the past decade, GM has seen a notable increase in its older population, with residents
aged 55 and over now accounting for approximately 27.4% of the total population®. This
proportion is expected to rise further in the coming years. A significant challenge is that
around 40% of older people in GM live in the top 30% most deprived areas. The ratio of
working-age to older residents has also declined, which may impact the region’s capacity to
sustain and fund services for an ageing population.

EC has an older demographic profile, with 22.3% of its population aged 65 and over. This is
higher than most areas of GM but is more comparable to the least deprived areas in GM®.
Cardiovascular disease is the leading cause of premature deaths across GM?, highlighting
the need for tailored service planning?®.

The reasons for inequalities in healthcare outcomes are complex, but can be linked to:

e \Variation in the wider social determinants of health such as employment, education,
social inclusion, income, housing and basic amenities.

4 Link to Cheshire East information

5 www.greatermanchester-ca.gov.uk

6 www.gov.uk/government/statistics/health-inequalities

7 www.gov.uk/government/statistics/health-inequalities-dashboard
8 www.ons.gov.uk



https://www.citypopulation.de/en/uk/northwestengland/wards/E06000049__cheshire_east/#:%7E:text=Table_title:%20Further%20information%20about%20the%20population%20structure:,2024):%2065+%20years%20%7C%20:%2094%2C913%20%7C
https://www.greatermanchester-ca.gov.uk/media/7869/230514_population_final.pdf
https://www.gov.uk/government/statistics/health-inequalities-dashboard-june-2022-data-update/health-inequalities-dashboard-statistical-commentary-june-2022
https://www.gov.uk/government/statistics/health-inequalities-dashboard-june-2022-data-update/health-inequalities-dashboard-statistical-commentary-june-2022
https://www.ons.gov.uk/visualisations/censusareachanges/E06000049/

e \Variation in the way people access healthcare services including prevention and
treatment, and their experience of these services.

e \Variation in individual behaviours such as smoking, alcohol intake, diet and exercise.

An important change across GMEC populations is the increase in the proportion of older
residents over the last 10 years. Whilst this is in-line with national trends this represents an
increase in the demand for services. Factoring in population growth, an increase of 150,000
people in the >65 years age group is expected in the next 20 years.

Combined GM and East Cheshire Population Projections
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Figure 33 shows projected total population growth for both GMEC combined between 2027
and 2037. The total population across the GMEC footprint is expected to rise from around
3.47 million in 2027 to approximately 3.66 million by 2037. This represents of nearly 190,000
residents (around 6%), increasing the baseline number of people who may require cardiac
surgery care over the next decade.
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Figure 3 - Combined GM and East Cheshire Population Projects, 2027 — 2037

Additionally, Figure 4 shows the rising percentage of 60+ year olds in both GMEC. The
proportion of GM’s population aged 60 and over is projected to increase gradually between
2027 and 2033, rising from around 21.8% to 22.4%. After 2033, the proportion stabilises and
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begins to decline slightly, settling at around 22.3% by 2037. This gentle fall suggests that the
rate at which older cohorts enter the 60+ age bracket begins to balance out with the overall
population growth and the movement of older people into the 75+ and 80+ categories.
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Figure 4 - Proportion of the Population Aged 60+ in GMEC (2027 - 2037)

However, although EC shows a similar overall pattern, it starts from a significantly older
baseline. In 2027, just over 30% of the population is already 60+, rising to around 32.5% by
2033. After peaking in 2033, the proportion of older residents plateaus and then slightly
decreases, reaching around 32.3% by 2037. The shape of the curve mirrors GM’s, but at a
might higher level, and shows that EC experiences continued demographic ageing.

In summary, the projections show that the proportion of people aged 60 and over will
increase steadily to the early 2030s both in GMEC. Because cardiac conditions become
more common from age 60 onwards, this pattern may have a direct implication for cardiac
surgery services.

High Smoking Prevalence

Smoking is a leading preventable cause of CVD in the UK®. In England it is estimated that at
least 12,000 deaths from cardiovascular diseases each year can be attributed to smoking ™.
Rates remain particularly high in GM, where in 2024 the prevalence of current smokers aged
17 and over was 11.7%, compared with a national average of 10.4%. In contrast, areas such
as EC show significantly lower levels at just 6.4%. As many GM boroughs experience higher
levels of socioeconomic deprivation, which is strongly associated with increased smoking
rates, this is likely to contribute to the region’s elevated CVD pressure. Overall, smoking has
a profound and negative impact on cardiovascular health. Areas with increased smoking
prevalence, such as GM, therefore, face a disproportionate pressure of preventable CVD.

Diabetes

Diabetes is a condition in which blood sugar levels are elevated over a prolonged period of
time. This can cause damage to the inner lining of blood vessels. People with diabetes are

9 www.sciencedirect.com
10 www.bhf.org.uk/what-we-do



https://www.sciencedirect.com/science/article/pii/S1053077025007293
https://www.bhf.org.uk/what-we-do/our-research/heart-statistics/health-inequalities-research/cardiovascular-inequalities-in-england-an-analysis

up to three times more likely to develop CVD than the general population, with heart attack
and stroke being leading causes of death''. Around 3.9 million adults in England have been
diagnosed with diabetes, and adults living with diabetes are 2-3 times more likely to develop
CVD and are nearly twice as likely to die from heart disease or stroke'2. The prevalence in
diabetes within England is 7.9%, whereas in GM it is 8.2% and EC is 7.2%. This data shows
that, similar to smoking prevalence, there is a higher percentage of diabetes in GM than the
national average. Given that diabetes significantly accelerates the development of major
CVD complications, higher prevalence in GM is likely to translate into a greater need for
cardiac surgery services.

Hypertension

High blood pressure, also known as hypertension, can lead to significant CVD complications
such as heart attacks and strokes'. The national prevalence of patients living with
hypertension is 15.2% whereas GM average is 14.4%. This data suggests that there is a
lower prevalence of hypertension in GM than the national average, however, it is important
to note that this data is based off patients who have hypertension on their records, but it may
not reflect a true variation in disease and differences in detection or diagnosis rates. Given
that hypertension is one of the strongest risk factors for heart attack, stroke and other CVD
complications, and is therefore likely to contribute to future demand on cardiac services.

Obesity

Figure 5 demonstrates clear variation in obesity prevalence across GMEC when compared
with the national average. Most local authorities sit at or above the national benchmark.
Overall, this indicates that a substantial proportion of the resident population across GMEC
footprint is living with obesity. As obesity is a well-established contributor to CVD, this
distribution suggests that several boroughs may contribute a higher proportion of patients
requiring cardiac surgery services over time.

" www.heartfoundation.org.au

12| ink to inequalities data

3 ink to heart data

4 www.bhf.org.uk/informationsupport



https://www.heartfoundation.org.au/your-heart/diabetes-and-heart-disease
https://www.bhf.org.uk/-/media/files/what-we-do/our-research/heart-statistics/health-inequalities/socioeconomic-inequalities-in-heart-and-circulatory-diseases-in-england.pdf?rev=d29adfff59124633a1127873016a367a&hash=FFE5E71E11B6A6939AB006FA41BB185F
https://www.bhf.org.uk/informationsupport/heart-matters-magazine/medical/high-blood-pressure-latest-news#:%7E:text=High%20blood%20pressure%20contributes%20to,for%20reducing%20your%20blood%20pressure
https://www.bhf.org.uk/informationsupport/risk-factors/obesity
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Figure 5 - Obesity Prevalence by Local Authority Compared to the England Average

Across the GMEC footprint, a combination of demographic, socioeconomic and clinical risk
factors indicate a rising risk of CVD, with direct implications for future cardiac surgery
demand. GM faces higher levels of socioeconomic disadvantage and greater prevalence of
key modifiable risk factors, while EC has a substantially older population, meaning both
areas contribute different but complementary pressures to the cardiac surgery service.
Alongside population growth and a rising proportion of older residents in the coming decade,
these factors collectively point towards an increasing need for cardiology and cardiac
surgery services, as well as the importance of a model that can respond to varied levels of
risk, ensure equitable access and support improved outcomes across the entire footprint.

1.3 Drivers for Change

Historically, cardiac services at MRl and Wythenshawe Hospital operated independently,
leading to duplication, inefficiencies and competition. Following an independent review in
2016, a single hospital service was recommended, culminating in the formation of MFT in
2017. This process concluded by 2018. to standardise clinical pathways, improve care
quality and build a resilient workforce.

The Covid-19 pandemic significantly disrupted service delivery and required temporary
reconfiguration to maintain safe and effective care. Pathways for cardiac surgery and tertiary
cardiology were adapted to comply with infection prevention guidance while managing
critical care capacity. During this period, all elective cardiac surgery, TAVI, and EP
procedures moved from MRI to Wythenshawe Hospital.

In April 2024, ongoing cardiac anaesthesia workforce challenges at MRI led to short periods
where surgery could not be delivered. To maintain service continuity, and following
engagement with commissioners and system partners, all non-elective cardiac surgery was
also moved to Wythenshawe Hospital. This necessary change underscores the need for a
sustainable, long-term model that strengthens workforce resilience, optimises capacity and
ensures compliance with national standards. In parallel, implementation of a new EPR
across MFT represents a major transformational change, impacting clinical workflows, data
sharing, and integration across cardiac services.



Following the move of non-elective cardiac surgery in April 2024, Wythenshawe Hospital
now delivers all elective, non-elective and emergency cardiac surgery for the service. It is
important to note that although all cardiac surgery is consolidated at Wythenshawe, MRI
continues to provide a wide range of non-surgical cardiac services. These fall broadly into
coronary intervention, cardiac rhythm management, heart failure services, cardiac imaging,
inherited cardiac conditions, Adult Congenital Heart Disease and Pregnancy Cardiology.

Delivery of this clinical model has been phased, with the fifth theatre becoming operational in
September 2024. Full benefits have not yet been realised as further steps are underway to
embed the service. While the service has improved as a result, work will continue to realise
the full benefits of service consolidation.

The drivers for change are:
1. Changes in the volume, nature, complexity and urgency of demand:

Across all specialties the increasing age of the population combined with the major health
inequalities in the GMEC populations are contributing to high demand for evidence based
tertiary therapies. There are currently long waiting times for these treatments resulting in
negative patient experience and outcomes with delays in access to effective treatments.
Changes to services to address this would have a positive impact on overall population
health outcomes as well as patient experience.

Since the development of the single surgical site model, the average wait has gone down
from over 200 days to 138 (referral to surgery). Additionally, the waiting list has reduced by
around 300 patients. While improvements are still ongoing, material benefits have been
realised for patients.

2. Variation in services:

The presence of two services working in silo rather than collaboration, combined with
smaller size of EP and cardiac surgery services at MRI resulted in variation in provision of
these services for GM patients, with those referred to MRI waiting longer for treatment pre-
pandemic. Patients’ access to TAVI varied significantly depending on where they lived,
because services were fragmented across multiple sites with different ways of working.

Before the consolidation of cardiac surgery services, Manchester operated a fragmented
two-site model between MRI and Wythenshawe. Each hospital delivered cardiothoracic
surgery and major cardiac services independently, historically under different trusts, with
separate clinical teams, pathways and critical care units. MRI provided adult cardiac surgery
and a full cardiology service, while Wythenshawe delivered the region’s specialist
cardiothoracic services. This created duplicated infrastructure, split surgical rotas, two-site
patient pathways, and challenges maintaining service resilience and standardising care.

3. Clear, well supported national service specification and clinical standards, which
the current service largely meets, but not in its entirety:

Whilst the pre-Covid19 configuration meets the minimum national service specification
requirements, it does not meet several of the GIRFT programme recommendations,
particularly those relating to cardiac surgery volumes and configuration. The service now
runs a three-rota system (transplant, aortic, general) which has created more specialist
rotas. The aortic and transplant also cross cover the general rota if needed, creating a more
resilience. The Consultant of the Week (CoW) model has now been implemented within



Cardiac Surgery. Service specifications for EP and TAVI highlight the importance of
colocation with other services including cardiac surgery. Any reconfiguration of cardiac
surgery would need to take this into account. The reconfiguration of cardiac surgery to
Wythenshawe takes this into account.

4. Challenges in recruiting, developing and maintaining the necessary MDT
workforce:

The highly specialised nature of tertiary cardiac services requires a very specialised
workforce. There are national shortages in some of these groups of health professionals
including cardiac anaesthesia, perfusion, cardiac theatre nurses and cardiac physiologists.
Configuration of services with small or medium scale services resulted in problems in
recruitment and retention of this specialised workforce. Due to the fragility to cardiac
anaesthesia provisions at the MR site, in April 2024, non-elective cardiac surgery
temporarily moved to Wythenshawe hospital.

5. The education, clinical development and research expectations and opportunities
for a successful service:

Prior to the temporary service changes, tertiary service provision across MFT for EP, TAVI
and cardiac surgery did not provide the ability to deliver a strong programme of workforce
education, or to harness opportunities for innovation and research both of which typically
thrive in larger scale departments and centres of excellence.
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Figure 6 - Summary of Drivers for Change

The challenges articulated above have a wide-reaching impact on patients, the public and
the cardiac workforce. Patients face prolonged waiting times and inconsistent services,
leading to negative experiences for many. The demand for a highly specialised workforce
has resulted in numerous vacancies across the system, placing pressure on existing staff.
Furthermore, the lack of strong educational programmes limits opportunities for workforce
development, innovation and research, hindering professional growth. The temporary clinical
model has started to help address some of these challenges.
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Therefore, a unified, resilient model that is compliant with national standards and good
practice recommendations will provide the best foundation for reducing unwarranted

variation, reducing waiting times, and attracting and retaining the highly skilled professionals
needed.
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